B6/17/2081@ 18:55

8655345739

HEALTH CARE FACILITY

PAGE ©6/86
PRINTED: 08/15/2010

FORM APPROVED
Division of Health Care Facilities
STATEMENT OF DEFICIENCIES X1y PRO | (X3) PATE SURVEY
AN e O e GIENC! x1) }EEN%%T%%%&%%LA? {X2) MULTIPLE CONSTRUGTIOR (X3) DATE SURVE
A. BUILDING c
B. WING "
TN4705 - 08/11/2010
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
5321 BEVERLY PARK CIRCLE
HILLGREST NORTH KNOXVILLE, TN 37918
(X&) 1D SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF CORREGTION X5
PREFX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) - TAG CROS$-REFERENCED TO THE APPROFRIATE DATE
DEFICIENCY)
N 000| Initial Comments N D00
During investigation of Entity Reports #25751,
#25964, #25503, #25338, #25273, #24893,
#24870, #25476, and Complaints #24857,
#28548, and #25715 at Hillcrest North on June
9-11, 2010, no deficiencies were cited under
1200-8-8, Standards for Nursing Homes.
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